multiple organ failure. Three patients had gallstones.
Case-patients exhibited diverse clinical features. The site of infection was easily detected by dramatically abnormal results of computed tomographic scan or magnetic resonance imaging ( Figure) . Seven patients had liver abscesses. One of these patients also had cholecystitis and choledocholithiasis. One other patient with healthcare-associated bacteremia most likely had multiple small liver abscesses that were superinfected cancer metastases.
Two patients had neck abscesses, 1 complicated by extensive descending mediastinitis ( Figure) . One patient had kidney abscesses complicated by septic and bland pulmonary emboli and numerous brain abscesses detected by magnetic resonance imaging (Figure) .
Healthcare-associated bacteremia occurred in 3 patients. One patient had sustained bacteremia without a clear source on hospital day 115. Two patients with uncontrolled cancer also had healthcare-associated bacteremia.
Venous thrombotic complications occurred in 6 patients, most diagnosed at admission. Two patients had bland pulmonary emboli, and 1 patient with uncontrolled cancer had thrombosis of an upper extremity vein and both femoral veins. Two other patients had septic pulmonary emboli suggested by computed tomographic scan. One patient with α-thalassemia had kidney abscesses and renal vein thrombosis, followed by femoral deep vein thrombosis and pulmonary embolus. A patient with a neck abscess had a thrombosed neck vein at surgery.
Four patients died, and 1 was lost to follow-up, for a death rate of at least 31%. None died directly of sepsis.
All isolates were resistant in vitro to ampicillin but susceptible to all other antimicrobial drugs tested. This case series confi rms that the clinical syndrome of K. pneumoniae bacteremia and primary liver abscess has emerged in Alameda County. Other sites of infection included kidney, brain, lung, pleural space, neck, and mediastinum, as reported in Asia (1-4). Although K. pneumoniae infections are predominantly a communityassociated phenomenon, nosocomial infections as we observed have been reported (8) . Death refl ected underlying disease rather than K. pneumoniae infection in this study. We present evidence that hypermucoviscous K. pneumoniae also can behave as a colonizer or low-virulence pathogen, as manifested in our patients with urinary tract infection, sputum colonization, and aspiration pneumonia.
Our K. pneumoniae isolates appear similar to those from Asia (5) with respect to in vitro susceptibility, capsule serotypes, and magA and rmpA genes. Most of our patients were Asian but of widely dispersed origin and without recent travel to Asia. The number of thrombotic complications in this series is striking. Such complications appear not to have been noted in the literature, and this fi nding requires further investigation. Our data show the emergence of hypermucoviscous K. pneumoniae in northern California and suggest that it might be unrecognized elsewhere in North America. 
